Dr. J. S. FRASER said that the appearances shown in Mr. Gilhespy's lantern slides were much like those seen in the labyrinth capsule in otosclerosis, and pointed to both conditions being of a chronic inflammatory nature. There was some support for his view that otosclerosis was a chronic inflammatory process. The bony inner wall of the middle ear was covered by mucous membrane, and the inflammatory process might spread from the deep layer of the mucous membrane into the bone in the region of the anterior margin of the oval window. There were special circumstances in this region which rendered infection liable to occur, such as the anastomosis between the vessels of the labyrinth capsule and those of the periosteal bone, as described by Politzer. Another factor was the presence of the tensor tympani tendon.
Dr. LoGAN TURNER asked that this subject might be taken up as a collective investigation in connexion with the general pathologist, and that a small committee might be appointed.
Mr. GILHESPY (in reply) said that interesting cases of osteitis deformans had been shown recently by Mr. Jenkins, and these cases bore an analogy to those of otosclerosis, as Dr. Fraser had pointed out.
Some Points in the Tecbnique of Laryngo-fissure. By WALTER HOWARTH, F.R.C.S.
IN the surgery of malignant disease it is, I believe, the most profound mistake to be tied to a set operation. The operation of laryngo-fissure for cancer of the vocal cord is, however, in some ways an exception, as not only are we able to define accurately the limit of the growth by both indirect and direct methods, but, it by any chance the case should turn out to be unsuitable for this procedure, it is comparatively easy to switch over to a more extensive operation. The operation of laryngo-fissure has gradually been perfected and a definite technique established. Many of us in this room have been fortunate enough to be allowed to watch the various steps of the operation unfolded by the hand of a master, and not one of us but has learnt some valuable lesson each time. Everyone, however, must eventually work out his own salvation, and in the process every thinking surgeon must inevitably explore possible avenues of simplification in the perfection of his technique. All progress comes by experiment, but experiment is only justifiable if it is entirely consistent with the safety of the patient.
In considering this operation the points that I wish to bring before you are:
(1) The necessity for tracheotomy; (2) the advisability of removing the thyroid ala;
(3) the possibility of diathermy. Preliminary tracheotomy has, I think, many disadvantages. Not only does it add an operation with its attendant surgical shock, but the open trachea, however carefully shut off with plugs, may allow blood and secretions to pass into the lungs. The administration of the anesthetic through the tracheal opening is apt to interfere mechanically with the comfort of the surgeon, and the direct stimulation of the tracheal mucosa does not always make for smooth, anesthesia. Moreover, some patients tolerate tracheotomy badly, probably-as pointed out by Mr. Negus-owing to the loss of the movements at the glottis disturbing the "sympathetic connexion " between respiration and circulation. I recall at least one case in which tracheotomy was probably the last straw in the balance against a fatty heart.
I have for a long time tried to banish the anasthetist from the site of operation, and fifteen years ago I showed before this Section a case in which laryngo-fissure had successfully been performed under infusion anesthesia with hedonal, the anasthetic being introduced through the veins of the foot. This method was unfortunately given up owing to some fatalities occurring after its use in unsuitable cases and in unskilled hands. The method I now advocate is the intratracheal administration of ether without tracheotomy. The catheter lies in the interarytenoid space, and, when the larynx is opened, is scarcely visible and not in the least in the way. The anesthesia is smooth and there is no danger of any blood getting into the lungs: two facts which ensure tranquiillity in operating and enable the surgeon to devote his whole mind to the removal of the malignant growth and the immediate arrest of any bleeding, without anxiety lest blood should get into the lungs, and the constant mopping-to prevent its doing so-which not only damages the laryngeal mucosa but may implant cancer cells from the growth. It may be said that the absence of a tracheal opening omits a safeguard in the event of post-operative hbmorrhage. I question whether a tracheal opening is really a safeguard. If some slight oozing should occur, it is in any case got rid of by the mouth. If the bleeding is profuse and demands local measures, it is the work of a moment to slip a laryngotomy tube into the lower end of the wound and pack the larynx above this. In cases of haemorrhage everything depends on skilled help being immediately available, and we should hear little of fatal cases due to bleeding if the surgeon were close at hand for the first twenty-four hours. If the larynx is completely closed without a tracheotomy, there is one other incident that may happen, namely, the occurrence of surgical emphysema of the neck and face. This can readily be prevented by inserting a very thin piece of rubber tissue into the lower end of the wound and keeping it there for the first twelve hours.
(2) We now turn to the question of the removal of the thyroid ala. This was suggested, in 1916, on the grounds that it ensures more thorough removal of the disease and enables one to control the bleeding better. It is also maintained that there is no subsequent necrosis of a fragment of cartilage, that there is no post-operative difficulty in swallowing, and that the after-results of the voice are excellent. I have followed this procedure for many years, but have now given it up and returned to the previous method of removing the tissues within the ala. If the malignant growth is situated on the vocal cord (and few cases except those so situated are really suitable for laryngo-fissure), one can be perfectly certain of being very wide of the growth without removing the cartilage barrier, whilst in the unlikely event of a recurrence taking place, this will probably occur within the cartilaginous framework instead of being diffused through the tissues of the neck. The recurrence is more likely to be recognized and can be dealt with by laryngectomy or other methods, whereas previous sacrifice of the laryngeal structure makes early recognition of recurrence difficult and a further operation a matter of the greatest uncertainty.
It may be said that malignant growths in the larynx tend to spread in the subglottic space and to escape externally through the lateral part of the crico-thyroid membrane, and that removal of the ala enables the surgeon to circumvent this extension. I wonder whether much is really gained in this way-but be that as it may, growths that extend into the subglottic space are those that are most likely to recur, and are not to my mind suitable for laryngo-fissure.
With regard to the other points, necrosis of a fragment of the thyroid ala can occur, as happened in one of my own cases, and may cause a very troublesome local abscess situated deeply at the side of the larynx. Difficulty in swallowing is not due to any wrenching apart of the ale of the thyroid, as alleged, but is invariably due to interference with the aryt8enoid. This should not happen. The after-results as regards the voice are not, in my experience, nearly so good as when the thyroid ala is left intact.
(3) Diathermy is, as yet, a comparatively untried procedure in this operation, and I myself have only employed it to stop bleeding in a case in which the voeal process was removed and bleeding from the artery in this neighbourhood was exceedingly troublesome. The result was most satisfactory, and I shall now regard diathermy as likely to prove valuable in checking persistent oozing and, moreover, to do considerably less damage than the endeavQur to apply pressure forceps when there is no bleeding point obvious. I have not used the diathermic knife for the complete removal of a vocal cord, but this procedure might well be tried and should ensure a rapid and bloodless operation with a resultant scarring more resilient than that usually obtained. If diathermy be employed, naturally ether is inadmissible as the anesthetic, but it only takes two or three minutes to wash out the lungs with oxygen, and then chloroform may be given through the intratracheal catheter. If a complete diathermic removal is contemplated, it would probably be better to use intratracheal chloroform from the beginning.
To conclude: The operation of laryngo-fissure is eminently suited for malignant growths of the true vocal cord, but in the performance of this a tracheotomy is not necessary if intratracheal ether is used. Nor does the removal of the thyroid ala seem to be advisable. The possibility of using diathermy is one that might well be considered, not only for the stopping of troublesome oozing, but also for the actual removal of the cord.
Discussion.-Dr. ANDREW WYLIE (Chairman) said that in two cases in which he (the speaker) had performed laryngo-fissure without preliminary tracheotomy, he had had difficulty with the hemorrhage, and after the operations the patients had coughed so severely that he was obliged to open the trachea immediately.
Professor G. PORTMANN (Bordeaux) said that in his clinic the custom was to do this operation without preliminary tracheotomy. If there was severe hlemorrhage-but that was exceptional-one was not in a good position to deal with it, but one tracheotomy could then be performed. The rule was to perform the operation under local an&esthesia, and usually there was no trouble.
Mr. N. S. CARRUTHERS said he questioned whether no blood at all passed down the trachea when ether was administered intratracheally.
The tube lay in the posterior part of the trachea, and at the point of contact the upward pressure of air was insufficient to prevent blood flowing downwards. This fact could be easily demonstrated in the laboratory. The small quantity of blood so passing might account for the severe bronchitis or pneumonia which occurred in some of the cases afterwards.
Sir STCLAIR THOMSON said that, having himself performed some eighty laryngo-fissures, he had naturally arrived at certain opinions. But while holding certain opinions, it was very important for the surgeon's outlook that his opinions should not hold him. He therefore tried to rid his mind of prejudice-a very difficult matter.
With regard to the question of the removal of the thyroid ala. He had seen the beginning of laryngo-fissure in this country, as he had helped Sir Henry Butlin and Sir Felix Semon in that operation, and they did not remove the cartilage in question. Its removal, he thought, was first suggested by Broeckaert, of Ghent, at a congress in Paris, some time before Dr. Lack suggested it. Besides, Dr. Lack did not suggest it as a step in the median laryngo-fissure operation, but as a window resection from the side. He (Sir StClair) first tried it on Broeckaert's suggestion. Before employing it he had had two or three cases in which there was some necrosis, and small portions of the cartilage were coughed up during convalescence. Since he made a practice of removing the ala that had not happened. That the ala might form a barrier was a very wise suggestion, and in the study of malignant disease this question of Nature's barriers and how they could be conserved was one which merited careful study. In one of his early cases, in which he had not removed the cartilage, the patient had returned seven years later with an epithelioma on the opposite side, and a second laryngo-fissure was done; he had shown that patient recently (four years after the second operation) to the American surgeons who were visiting this country. There had been no recurrence, a fact that might be due to his having left the cartilage, which had formed a barrier. He had, however, had another case, that of a female, aged 33, in which he was doubtful whether the laryngofissure would be successful, as the whole extent of the cord was involved and it did not move very freely. However, he had performed the operation and removed the ala. Within five months there was a recurrence, but the patient deferred coming for another three months, Section of Laryngology 81 and when she returned the whole side of the larynx was so fixed and infiltrated with the growth that he had handed her over to Mr. Wilfred Trotter, who had operated successfully and turned in a flap. That was seven years ago, and the patient was still well and earning her own living. She wore a tracheotomy tube because of the stenosis. Removal of the ala gave a larger field. It was a mistake to talk of the ale being forced apart. They could be fairly well separated, and if one ala was taken away and only soft tissue was left, there was a freer approach, and one could study the extent of the trouble. In the cases in which the ala was removed the glottis was larger than in those in which it was left, and the bare cartilage on one side was more slowly covered over with granulations than were soft tissues. The longer that covering process took the greater was the contraction, and in the cases in which he had left the bare ala to cicatrize over there was a7 smaller glottis than when he had removed it. He could show four cases of laryngo-fissure in which the patients were medical men who were now using their voices, the most recent operation being two years ago. The barrier did not consist in the cartilage, but in the perichondrium, and he was always careful to preserve the external perichondrium.
With regard to preliminary tracheotomy, his (Sir StClair's) principle was "safety first." Tracheotomy added no danger to the operation, and it caused no shock. He had operated on a patient aged 80, whose blood-pressure was 200 mm., and had had occasional attacks of angina pectoris. That patient had been sitting up and playing cards within twenty-four hours of the operation, and was alive and well three years afterwards. Another patient, with a blood-pressure of 200, was out of bed reading on the evening after the operation. The injection of cocaine, and other precautions, prevented coughing, splashing, loss of blood and shock. He could not understand how a fairly large ether tube in the interior of the glottis could facilitate the view of the extent of the disease. Blood could be cut off absolutely by tracheotomy and the careful packing with gauze above it.
Reports of successes along various lines were published from time to time, but little was heard-except indirectly-of failures and of the accidents which occurred owing to the non-insertion of a tracheotomy tube-three of these had come to his notice during the previous winter. He (Sir StClair) was anxious that the high reputation wbich laryngologists in this country had obtained with regard to this operation should be maintained. In his (the speaker's) eighty cases of laryngo-fissure there had been, as everyone knew, three deaths; one of those was due to rupture of the cesophagus, and the other two followed mistaken doses of heroin and morphia.
Mr. W. M. MOLLISON said he had performed laryngo-fissure on two or three occasions with intratracheal ether, and the tube had not been in his way; it lay in the posterior commissure, out of the line of vision.
Mr. HOWARTH (in reply) said that in his later cases he had had better results and an easier passage than in earlier ones in which he had first performed tracheotomy. In his early laryngo-fissure cases he had had three deaths, and those were caused by blood getting into the trachea. He had not found happen what Mr. Carruthers mentioned. There was always a return current of air which blew anything upwards, even from the upper end of the trachea. He thought that if the ala was removed there might be a more diffuse recurrence in the neck tissues. He did not think the ala greatly limited the view.
The Relation of Nasal Polypi to Inflammation of Accessory
Sinuses of the Nose. POLYPI were at one time classed as innocent tumours [1] and were labelled " myxomata." We are now agreed that they are inflammatory; but of their meaning and of their exact nature we are still ignorant. Are they, for instance, indicative of some special form of inflammation of the mucous membrane? or are they the secondary results of some other disorder? In the former case, they themselves constitute the disease and to treat them by removal may be right; if the latter, they
